Neurointensive Care Unit and neurointensivist: Do we need them?
has established that as a result of care by a dedicated neurointensivist in NICU charged with managing all aspects of these patients (as opposed to care provided in general ICU), victims of TBI, haemorrhagic stroke and subarachnoid haemorrhage have lower mortality, better functional outcome and reduced length of stay. The team-based approach using neurointensivist to manage neurosurgical subarachnoid haemorrhage patients, merits further study of a successful model of care. [2] This improved outcome may not benefit patients of intracranial haematoma who tend to have poor outcomes regardless of the presence of a neurocritical care unit and neurointensivist. [3] Recent data have highlighted favourable outcome and lower mortality in neurosurgical patients attended to by a team of devoted neurointensivists. [4, 5] It is now known that neurological/neurosurgical patients undergo more invasive intracranial and haemodynamic monitoring, tracheostomy and nutritional support and receive less intravenous sedation than patients in general ICU. [6] In addition, management of these patients in NICU results in lower cost of care than a National Benchmark of USA. [7] Varelas et al. [8] compared outcomes of patients treated before and after implementation of neurointensivists in the ICU and identified three critical factors that improved neurosurgical patients' care; (1) implementing a dedicated neurointensivist; (2) attention to details;
(3) better monitoring procedures.
On the contrary, according to Suarez et al., in spite of these benefits, change in readmission rates or long-term mortality does not change. [9] This has caused some aspersions on the necessity of NICU. Nonetheless, in a survey Markandaya et al. [10] observed that over 70% of respondents reported the availability of neurocritical care units staffed with neurointensivists would improve the quality of care of critically ill neurological patients. This survey threw up a surprising observation that neurologists were reported as the most appropriate speciality for training in neurointensive care by 53.3%, and 57% of the respondents reported positively that neurology residency programme should offer a separate training track for those interested in critical care. However, neurologists and neurosurgeons lack the desired temperament of a neuroanaesthesiologist/anaesthesiologist which is one of the essential prerequisites for the proper management of critically ill neurological/neurosurgical patients.
Neurocritical/neurointensive care is a branch of medicine that came into existence in the 1980s. It deals with the life-threatening diseases of the brain, spinal cord and nerves. The development of neurointensive care subspeciality was largely prompted by high-incidence of medical errors and insufficient care in the US. In response, physicians in medicine, anaesthesia and critical care began working together to provide highly specialised care in collaborative setting. [1] Neurointensivists are specialists with skills to manage various aspects of these critically ill neurology/neurosurgical patients in Neurointensive Care Unit (NICU). Neurocritical care is the mainstay of an all important link between brain and other body systems in these patients. NICU is an ideal place to address the unique requirements of these critically ill patients. For satisfactory management of these patients, it has become imperative to carve out a separate NICU instead of treating them in a general Intensive Care Unit (ICU). While neurointensive care has already established itself as a subspeciality in the Western world, in developing countries including India, it is still fledgling. The scope of neurointensive care has been increasing by leaps and bound with the advent of new diagnostic techniques, new therapies and ageing population. The NICU provides a unique place where a neurointensivist can better appreciate the nuances of neurologic disease process.
In addition to standard interventions, a neurocritical care expert offers specific care including monitoring of intracranial pressure, cerebral haemodynamic improvement, therapeutic hypothermia and advanced monitoring (brain oximetry, cerebral microdialysis and continuous electroencephalography). As understanding of secondary brain injury following traumatic brain injury (TBI) has advanced, increased attention is being paid to ICU management of these patients, specifically with regard to prevention, identification and treatment of secondary brain insult. Because of increased complexity of neuro diseases, a multidisciplinary approach to neurocritical care is advocated. Neurointensivists in collaboration with neurosurgeons, neurologists and other physicians implement the acute care protocols decisions in NICU. Neurocritical care field is open at present to neurologists, neurosurgeons, anaesthesiologists and critical care specialists.
NICU is also a place for the effective management of various critically ill neurological patients as well serious post-operative neurosurgical patients. Outcome research
Since these patients may be on multisystem monitoring with the need for invasive lines insertion, this gives anaesthesiologists an edge over the other specialists. Moreover, neurology usually attracts trainees whose main focus may not necessarily be the management of complex critically ill patients though of late, introduction of effective therapies for the treatment of acute ischaemic stroke have brought a paradigm shift in their attitude, and they are now increasingly assuming a more aggressive role. [11] Despite change in their attitude, they might still prefer to limit their involvement with the uncomplicated neurologic diseases, outside the ICU.
Therefore, from the many studies, it can be safely assumed that institution of the neurointensivist team in an NICU has a favourable influence on the outcome of neurologically ill patients. All those centres with large neurological/neurosurgical set up should strive to establish NICU attended to by a team of neurointensivists.
